Psychiatric comorbidity among patients in accident and emergency (A&E) settings is high and A&E staff is often not trained to deal with difficult and mentally ill patients. Hostile attitudes towards these patients may be a consequence and result in lower quality of health care as well as in high levels of distress among A&E staff [2, 3, 11] . Worldwide there is a great variability of ways how to manage patients with mental health problems in A&Es. In Germany, as in many other European countries apart from the United Kingdom (UK), there is neither a generally agreed upon model of care for psychiatrically ill patients presenting to A&E, nor are there valid data on the prevalence of mental disorders in such settings [10] .
Models in Englishspeaking countries
In English-speaking countries like the UK, Australia and New Zealand as well as in the USA, CL-nurse-based models have a long tradition: In 1961 the UK Ministry of Health recommended that every patient attending the general hospital after a suicide attempt should be seen by a psychiatrist [4, 6] , as a high risk of consecutively completed suicides was shown in A&E patients and cost effective solutions in order to provide appropriate care for this vulnerable group were mandated necessary [5, 8] . This was the starting point for the development of CL-nursebased services. In the UK and Australia, nurses may even qualify for the status of Mental Health Practitioners (MHP) by which they become authorized to manage patients autonomously and even are allowed to prescribe a restricted choice of drugs by themselves [9, 12] . The safety of nurses' assessments of psychiatric patients could be demonstrated in a randomized controlled trial [1] .
One of the authors (RB) visited a wellestablished A&E mental health service in Leeds, UK, a city of about 750,000 inhabitants where a team of nurses provides 24-h/7-day coverage for the city's two busy A&Es. Such services have become usual in the UK for two reasons: (1) because of the government target that 98% of all patients attending A&E should be assessed, treated and discharged within 4 h of arrival at A&E and (2) because of the policy of reducing psychiatric inpatient beds, A&E nurses were supposed to help avoid unnecessary hospital admissions.
A comparable nurse-led service in Australia, as described by McDonough et al. [7] led to a reduction of about 90% in patients' waiting time in the A&E and a reduction of the percentage of patients leaving without a care plan. On the A&E staff 's side there was an overall satisfaction with the CL-nurses work and a sense of having improved their own skills in managing difficult patients by way of interdisciplinary cooperation; the CL-nurses as well reported that they had improved their skills and enhanced their professional self-esteem.
Legal issues are different between countries: In Germany, with very few exceptions (e.g. Thomas Wagner, LudwigNoll-Hospital in Kassel, State of Hesse, personal communication 2009) the overall responsibility for assessment and treatment of self-harm patients is restricted to physicians. With respect to the A&E settings in Germany this means that a psychiatric CL-nurse would have to cooperate very closely with a psychiatrist as all legally relevant decisions have to be made by a physician.
Psychiatric care situation of patients presenting to the A&E department
While in 2003, 14,800 patients presented to the A&E of the hospital Königin Elisabeth Herzberge (KEH) in Berlin, in 2007 this number had increased to 16,650, resulting in growing numbers of patients referred to the hospital's psychiatric CL-service, equivalent to a referral rate of about 20% at both points of time. Until 2007 one fulltime CL-psychiatrist was responsible for all consultations in the A&E as well as in the other general hospital departments (900 annual referrals) during office hours (8 a.m.-4 p.m.). In addition, she/he was responsible for the "telephone hotline" which is used by private practice and primary care physicians who want to admit patients to the psychiatric wards, as well as by patients and their relatives who ask for information about treatment options in the KEH. Between 4 p.m. and 8 a.m. psychiatrists on duty from the psychiatric department were responsible for all consultations. If the CL-psychiatrist was not able to manage the number of consultations, he received support by other physicians from the psychiatric wards. Frequently, this led to delays for patients in the A&E, as well as to disturbances of the daily work routine on the wards. As a consequence of the growing numbers of mentally ill patients in the A&E which led to an increased workload not only for the CL-psychiatrist but for the psychiatrists from the psychiatric wards as well, alternative ways of psychiatric care for the A&E had to be developed and it was decided to study the implementation a nurse-based psychiatric CL-service in 2008 drawing heavily from the Leeds (UK) service model.
Study aims
The aims of our study were the following: F to investigate if it is feasible to implement a nurse-based psychiatric CLservice in the A&E of a general hospital in Germany, and which tasks can be taken over by a CL-nurse given the legal limitations mentioned above, F to investigate the main pathways of care of A&E patients who were referred to the nurse-based psychiatric CL-service during its implementation period from May 2008 to May 2009 and F to evaluate effects and acceptance of such a nurse-led service by A&E staff and by psychiatrists of the hospital's psychiatric department.
Subjects and methods

Description of the KEH A&E department
The general hospital KEH is situated in the north east of Berlin. It is a university-affiliated hospital of the Charité Berlin and serves an inner city area with about 220,000 inhabitants. It has 300 somatic hospital beds (e.g. internal medicine, general surgery and neurology) and 130 psychiatric beds and two psychiatric daytreatment centres. Training of the CL-nurse and implementation of the liaison service A nurse with over 10 years of psychiatric experience (RG) was chosen from the psychiatric department's nursing staff for the newly established function fulfilling as prerequisite a strong interest in issues of psychiatric and somatic comorbidity, and in working with an interdisciplinary team of somatic physicians and nurses. This nurse then received F two months of "training-on-the-job", working as a general nurse within the A&E team and F two months of intensive "bed side" teaching and supervision provided by a senior CL-psychiatrist (RB), covering as many aspects of the A&E and CL-psychiatric setting as possible.
This "training period" was also used to work out pathways for the CL-nurse's service. This meant for example that F pathways for answering to physicians who called the "telephone hotline" and to provide information to patients and relatives, F pathways of communication for referrals from the A&E to the psychiatric wards, F pathways of care to and communication with primary care physicians and community mental health services and F all of these CL-nurses activities where carefully discussed and checked with the head nurse on an ongoing basis to meet German legal requirements for nursing activities before being put into operation.
In May 2008 the nurse-based psychiatric CL-service started working in the A&E on weekdays from 8 a.m. to 4 p.m. Its fields of activity are described in the Results Section below.
Evaluation of the CLnurse-based service
In May 2009, 1 year after its implementation, the attitudes of A&E staff and psychiatrists collaborating with the CL-nurse towards the newly implemented nursebased service were evaluated by a questionnaire and statistically analyzed. 
Results
Responsibilities of the CL-nurse
The CL-nurse took over the following tasks:
F During office hours every A&E patient who required psychiatric consultation was seen by the nurse. She made the first psychiatric approach by offering help or de-escalating difficult situations. She took the patient's history and checked for medical notes and reports. Then she presented results and the patient to the psychiatrist on duty. After the psychiatrist saw the patient, both made a joint decision about the patient's further management. She took blood samples and performed ECG when indicated. Whenever a patient was psychotic or very anxious she tried to talk him down and, if necessary, accompanied him on his way to the psychiatric ward. F Managing the telephone hotline for questions from health care providers, patients and families from outside the hospital was one of the most time-consuming and complex tasks of the CL-nurse, especially with regard to being the first contact for referring physicians. In addition she counselled and gave information about the hospital's services to patients and relatives. With regard to questions and referrals she was not able to handle by herself, pathways were developed in consensus with staff from the psychiatric department. F On the rare occasions when there was no psychiatric patient to be assessed or cared for in the A&E, the CL-nurse took part in the regular CL-work on the general hospital wards: 1 counselling for patients with substance misuse problems, 1 performing cognitive screening tests in dementia patients, 1 offering relaxation therapies for somatically ill and distressed patients and 1 giving advice and support to general hospital nurses in managing difficult or mentally ill patients. F The CL-nurse helped with the registration of A&E patients seen by the psychiatric CL-service in the hospital's documentation system. F The CL-nurse occasionally gave training sessions for her A&E general nurse colleagues, for example about de-escalation and how to deal with aggressive and violent patients. Most importantly she provided a role model for positive attitudes towards and communication with mentally ill patients presenting to the A&E.
Throughout, responsibility for clinical decisions like hospital admission vs. discharge from A&E, further diagnostic action or prescription of medication was restricted to the psychiatrists.
Referral of A&E patients for CL-services
During the evaluation period between 01 May 2008 and 01 May 2009 about 18,100 patients presented themselves to the KEH A&E, and 3784 (21%) of them were referred to the psychiatric CL-service. The most common psychiatric diagnoses seen were substance use related problems, particularly men with alcohol problems. With regard to ICD-10 F3x diagnoses, women were predominant, whereas in organicpsychiatric disorders genders were equally distributed (. Fig. 1) . About 43% of patients presented themselves during the CL-nurse's regular office hours between 8 a.m. and 4 p.m. The remainder of patients (34%) arrived between 4 p.m. and 10 p.m., 22% between 10 p.m. and 8 a.m. Most of the patients presented themselves without referral by a primary care physician, a large proportion of whom was brought by emergency ambulance and by police, which underlines the urgency of their reason for visit (. Fig. 2) .
About one half of the patients were admitted to the psychiatric department for inpatient treatment, much fewer to the KEH's general hospital wards (4%). More than a third was discharged from the A&E into outpatient treatment after having been evaluated by the CL-service. In most of these cases, the primary care physicians or psychiatrists in private practice were contacted before discharge by telephone. The remaining patients were referred to other hospitals, received a scheduled appointment for admission to the psychiatric department of the KEH, or left unnoticed (. Fig. 3 ). 
Evaluation of the CL-service
In May 2009 questionnaires were given to psychiatrists (n=28) and A&E staff (physicians and nurses, n=21). The response rate was 80%. Twenty psychiatrists and 15 members of A&E staff completed the questionnaires. In all, 95% of psychiatrists and 100% of A&E staff rated the service also as "helpful" or "very helpful". The majority of psychiatrists and A&E staff reported that the CL-nurse helped to reduce their workload: time-consuming telephone calls of psychiatrists were taken over by the nurse, and attending psychiatrists reported time savings for their assessments of patients, i.e. by not having to search for clinical notes and laboratory test results. With the exception of two psychiatrists, who mentioned "disagreements in managing patients" and "redundant questions to patients" as a problem, no further disadvantages of the CLnurse's service were specified by psychiatrists and A&E staff. "Help with managing patients", in general, and "capacity to talk down and to establish a relationship with patients" and "de-escalate difficult situations", in particular, were mentioned as helpful (. Fig. 4) .
When asked about any influence on their own skills in dealing with difficult and mentally ill patients, 90% of the A&E nurses (n=10) and 25% of the somatic doctors (n=1) rated their skills as improved. In addition, 77% of the A&E nurses (n=8) felt that their skills had improved by having joint case discussions and 45% (n=5) felt that they had learned from the CL-nurse as a role model (. Fig. 5 ).
Discussion
One year after a nurse-based psychiatric CL-service was established in the A&E of an inner city general hospital in Germany, its implementation was judged as feasible and successful by A&E staff and psychiatrists of the hospital. Our results are in line with the literature on successful psychiatric CL-nurse-based A&E services in English-speaking countries [7, 12] . Of note, the emergency setting in which our service was established showed a referral rate of 20% of A&E patients to psychiatry which is high in comparison to an estimated prevalence of 7% of mental disorders in A&E settings as reported in the literature [10] . The following positive effects of the newly established service were described by A&E staff and hospital psychiatrists: F Psychiatrists and A&E staff felt that the service of the CL-nurse resulted in time savings. The majority of psychiatrists including the regular CL-psychiatrist reported reduced workloads. A&E staff, not trained to deal with behaviourally disturbed acutely ill patients, reported time savings and an improvement in their skills of managing such patients. F Although the attitudes of A&E patients towards the CL-nurse were not studied systematically, positive responses from a majority of patients were noted. The service seemed to have a positive influence on the climate on the psychiatric wards, where the patients referred from A&E were better prepared for admission. F During the observational period there were no legal issues concerning the responsibilities of the CL-nurse.
What were the problems we faced? 
Limitations of the study
This is a single-site observational study with a cross-sectional analysis of attitudes of hospital staff towards the implementation of a new CL-service in a general hospital A&E department. Satisfaction of patients and referring primary care physicians with the new service was not studied due to limited resources. The study population (A&E staff and physicians of the psychiatric department) is rather small and may not be representative for other settings. We did not analyze cost savings due to our model, which we think can be expected as psychiatric nurses are less expensive than CL-psychiatrists. Of note, in 2009 the administration of KEH hospital decided to continue the nurse-based psychiatric CL-service beyond its implementation period.
Conclusion
The activities of mental health professionals working in the A&E of a general hospital are manifold. Not all psychiatric tasks must be performed by a psychiatrist. Quite an array can be carried out by a qualified psychiatric CL-nurse, e.g. establishing a relationship with patients and de-escalating difficult situations.
Our study shows that a CL-nurse can play a major role in the assessment and management of patients with mental health problems in the A&E, even if certain clinical decisions and duties have to be performed by psychiatrists for legal reasons. This leads to an improvement of nonpsychiatric staff's attitudes and skills with regard to psychiatrically ill patients. We conclude that a CL-service model based on psychiatric nurses, as being part of everyday hospital routine in countries such as the UK and Australia for a long time, can also be successfully implemented in Germany. Further research is warranted to investigate whether our model of a nurse-based psychiatric CL-service can be implemented in other hospitals in Germany and whether such models lead to cost savings as compared to traditional CL-services that rely on psychiatrists only. 
